The National Institutes of Health (NIH), the major grant-funding organization for health research in the United States, has a new policy about population representation. Every research proposal submitted for funding must document the rationale for the inclusion/exclusion of women, ethnic minority groups, and children. If, for example, a health problem occurs only among the elderly or among women, the exclusion of men or children is considered appropriate. The investigator, however, is expected to include in the study sample all ethnic groups present in the population from which the sample is to be selected. This requirement places new responsibilities on the investigator.
The first responsibility is to describe the population parameters. For the quantitative researcher, this poses few problems. There are population statistics for the nation, the state, the city, the county, and for most institutions. The quantitative researcher simply needs to access those statistics, decide whether to use proportional or same-sized sample groups, and go on from there. In fact, the data analysis procedures involve only statistical analysis according to the sampling frame. The final report can describe the differences in the findings according to sample characteristics.
What is simple for the quantitative researcher is far more complex for the qualitative researcher, starting with the research question itself. Most qualitative research projects are descriptive with some attempt to build theory from the findings. The projects are usually based on small samples, depending upon the research design, which are presumed to be homogenous on certain variables. Some of the assumptions of qualitative research are that all members of the sample have personally experienced the topic in question and that they have a similar cultural background, both of which ensure a homogeneity of beliefs and values that surround this experience. Other features, such as age and gender, are sometimes held constant to ensure that the concept being explored is not "contaminated" with other unaccounted for variables.
The NIH requirement of representing population characteristics immediately increases sample size from small to large in order to ensure represent-ation. If a grounded theory or phenomenological study requires a minimum of 10 informants (just as an example) to saturate the categories of data in a study of the grieving process, using a homogenous sample of non-Hispanic White widows ages 35 to 45 years, what would happen to the sample size if Asian women, Hispanic women, and African American women were included?
The above example illustrates several conceptual shifts. One shift is the acknowledgement that persons of different cultural and ethnic groups think differently and have different attitudes, beliefs, and experiences than non-Hispanic White groups. This shift in thinking would have to acknowledge that there may be more than one grounded theory about a process and more than one lived experience in phenomenology. Investigators have to come to terms with the possibility that there may be more than one way of looking at the world and that ethnic diversity is diverse in concept as well as in behavior.
If a researcher proposes samples composed of equal numbers of ethnic minorities, then the researcher must plan for the possibility that those minorities may create different findings. Data analysis cannot be lumped into one single answer. The entire point NIH is trying to make is that the ethnic minorities in the United States have been underrepresented in the literature. They have had no voice in the health care delivery system. There is no real advantage to including ethnic minorities in a sample if the findings do not indicate whether their views are the same or different. The whole point of the sampling frame is lost.
I realize that this might be a paradigm shift for phenomenological and grounded theory researchers, but perhaps it is time for the shift. We need to know if, indeed, there is only one phenomenology or one grounded theory. We cannot do that without separating out the ethnic minorities during the data analysis process. Another shift is from small, single-investigator studies to large, multi-investigator studies or from a single-investigator, 2-year study to a single-investigator, 10-year study. Most qualitative researchers like the hands-on personal involvement with informants. This can be retained if the principal investigator (PI) selects one group for personal research work and has co-investigators taking over other groups, creating a team effort. Through team meetings, the PI can instruct the others on progress in the other groups. All groups have a voice. The grounded theorist may begin with a homogenous sample of only one ethnic group and add representative informants from other ethnic groups to test the universality of the budding theory. The new theory, with variations on a theme, would still give voice to the minority groups represented in the sample.
The last shift I want to mention is a shift in scholarship. Nurses who do research on minority populations need to read beyond nursing. Nurses need a knowledge base that includes anthropology. This discipline has informed health sciences for years of the comparative anatomy and physiology of the human species; of the comparative analysis of language including the meaning of the concepts of illness, disease, and treatment in relation to the total culture; and of the comparative study of attitudes and beliefs about everything, including health and illness. To ignore the field of anthropology in literature reviews is to ignore an enormous body of literature that can inform the study. Having same-ethnic-group interviewers does not meet the requirement for scholarship. Studies of multicultural groups should have a medical anthropologist as a consultant to the study. The medical anthropologist can be a nurse, or not, as long as he or she is knowledgeable about the people being studied and the literature in the field.
One of the reasons nurses rarely invite anthropologists to be on their research teams as consultants is that most nurses have never had a course in anthropology and have no idea how useful that discipline is to nursing. Most nurses have had a course in sociology and think that is enough information upon which to build their work. It is not.
NIH, through its policy changes, is doing a good thing. It is trying to give voice to the minority populations in the United States. The problem is that many researchers simply include minority populations in their studies then go about their business as if nothing has changed. For them, it hasn't. Until nurses can see what is being attempted by the NIH policies, understand that minority groups are different from non-Hispanic Whites, and design their research projects to give voice to those groups, nothing will change. Pamela J. Brink Editor
